He had had rheumatic fever " as a child " and this was said to have affected his heart. At the age of 10 he was breathless on exercise and had palpitations. At the age of 18 (in 1914) he was passed medically fit for the Army, but he was invalided out in 1917 with cardiac failure. He spent the next eighteen months in various hospitals, and at one of these the diagnosis of tuberculosis of the right lung was suggested, but the sputum test was negative. Since the War he has been in France and in 1930 was in hospital for six months on account of htmoptysis. Since 1931 his condition has been deteriorating.
Condition on admission.-Slightly cyanosed and orthopnceic. Veins of neck engorged; slight cedema of ankles. Liver enlarged and tender. Severe cough, associated with epistaxis.
Heart enlarged to both right and left. Auricular fibrillation. A loud systolic murmur was present at the apex and as the patient's condition improved a middiastolic murmur also became audible.
No pleural effusion and only a few rales at the lung bases. At the right apex, there was diminished movement, an impaired percussion rnote and all the signs of cavitation, amphoric breath sounds, increased vocal resonance, whispering pectoriloquy and coarse rAles.
Since admission he has improved steadily. The N. G., aged 3 months, admitted 26.1.35, having vomited since birth. Full-term baby, born instrumentally. Breast-fed for a few days; then fed on half-cream milk (Cow and Gate brand).
Weight, at birth 6 lb. 10 oz.; on admission, 8 lb. 8 oz.
Feeding the child was difficult; it sometimes took one and a half hours over a feed. A cough has been present since birth and, when coughing, the child vomited. The vomit contained a good deal of mucus which was stained dark brown. Constipated.
Condition on examination.-Pale but not emaciated. No abnormal signs on physical examination. X-ray examination.-Screening of the chest revealed a small bubble of air which appeared to be situated anterior to the cardiac shadow just above the diaphragm. The area became larger and smaller with inspiration and expiration respectively.
Investigations.-The vomit was found to contain blood. Blood-count: Hb. 40%; R.B.C. 4,100,000 per c.mm. Bismuth meal: diaphragmatic hernia with a large portion of the stomach in the thorax behind the heart and to the right.
Subsequent history.-The baby vomited continuously after each feed and lost weight consistently, in spite of subcutaneous saline and blood transfusions.
1.2.35: Seen by Mr. Tudor Edwards who advised operative intervention in view of lack of improvement. 8.2.35: After blood-transfusion, operation was performed by Mr. Tudor Edwards. Gas-and-oxygen anesthesia (Mr. I. W. Magill). The stomach was found inside the thorax, together with some of the transverse colon and small bowel. When the hernia was reduced a small hole was seen on the posterior and right aspect of the diaphragm, large enough to admit two fingers. The stomach was found to be too short to be completely reduced, so the walls of the stomach were stitched to the borders of the aperture at various points and the abdomen was closed.
The child stood the operation very well. Vomiting still occurred afterwards and the vomit was still blood-stained, but was less in amount and less frequent.
The child was first nursed well propped-up with pillows in order that as much of the abdominal contents as possible might be kept away from the suture line by gravity. This method was abandoned in favour of nursing the child on his face. This reduced the number of the vomits considerably and on discharge he had regained the weight originally lost.
X-ray examination.-23.2.35: Part of the stomach still in the thorax, but less than on the last occasion. (This was only the part of the stomach left in the thorax at operation.) Encephalitis Following Chicken-pox.-REGINALD LIGHTWOOD, M.D. R. L., aged 9 months, had a mild attack of chicken-pox eight weeks ago. Movements of the head commenced a few days after the subsidence of the fever.
The child is mentally, and otherwise, normal. There are irregular spontaneous movements of the head and trunk. Lateral nystagmus on looking to both sides. No other abnormal signs in the central nervous system. Neither the movements nor the type of nystagmus suggests "spasmus nutans."
Eyes.-Both optic discs have ill-defined outlines and are of a depth which is thought to be pathological.
Subsequent note: The signs are gradually disappearing.
Atelectatic Bronchiectasis.-REGINALD LIGHTWOOD, M.D. Lucy B., aged 6 years, gives a history of many attacks of pneumonia since birth. Cough has been almost always present.
In August 1933, signs of pneumonia were present at both bases, and on the patient's discharge to a convalescent home some signs persisted at the left base.
Readmitted to hospital in October 1933 with signs again of pneumonia at the left base, and a lipiodol X-ray examination showed left lower lobe collapse with bronchiectasis in atelectatic lung.
In December 1934 the child was again admitted, with signs of pneumonia at the left base. The question of lobectomy is being considered.
Discussion.-Dr. J. G. SCADDING said that in considering the advisability of operative intervention the mortality of the operation of lobectomy, which in the right hands was about 15%, had to be balanced against the risks to which the patient was exposed by the continued presence of the diseased lobe. These included further severe attacks of pneumonia, hmemorrhage, and secondary infection giving rise to fcetid sputum. The latter might lead to spread of the dilatation to other lobes of the lung, which would render operative intervention impossible. On these grounds he felt strongly that lobectomy should be performed.
Dr. ERNEST FLETCHER said that the general opinion was that a number of these cases of atelectatic bronchiectasis were congenital in origin. In this case additional colour was lent to this view by the fact that what appeared to be a tracheal diverticulum was shown on the skiagram. These diverticula were also congenital abnormalities, but were usually too small to be seen in X-ray pictures after the injection of lipiodol.
With regard to the question of treatment, lobectomy had been suggested. In a recent case of his (the speaker's) in which lobectomy had been performed by Mr. Holmes Sellors, the result had been very satisfactory. No adhesions were found at the operation, and the lobe had been removed without difficulty. Convalescence had been comparatively smooth, although the pleura had become infected. The child had had a period of treatment in a convalescent home, and was now perfectly well.
There was no question that in skilled hands this operation was the ideal treatment, and he recommended that it should be carried out in this case.
